Fractures of the mid-face are commonly accompanied by injury to the visual system. Three hundred and sixty three patients who had sustained mid-facial fractures were assessed prospectively for evidence of such injury.
The data have been used to devise a scoring system for the maxillofacial surgeon in order to help identify those patients at risk of eye injury. The scoring system has been evaluated on a further cohort of 100 patients with a similar spectrum of injury and the sensitivity and speci ficity of the system have been determined. The results of these studies have been reported in the maxillofacial liter ature. This paper reviews the data and results obtained.
In summary, impaired visual acuity with a comminuted or out blow fracture , a motility abnormality, or facial fracture combined with head injury, sufficient to cause both retrograde and post-traumatic amnesia, emerged as major risk factors which are indicative of an adverse oph thalmic outcome deemed to warrant referral. The scoring system which was developed from this data was found to have a sensitivity of 94.4 % and a specificity of89% for the detection of patients thought to merit ophthalmic assess ment. Failure to assess central visual function as objec tively as practicable in patients who have sustained mid-facial fractures may lead to potentially treatable ophthalmic pathology not being identified.
Mid facial trauma sufficient to give rise to a facial bone fracture may also injure the visual system. Estimates of the incidence of ocular disorders following midfacial frac ture vary considerably and range between 1 % 1 and 57%? 
Clinical Assessment
All patients underwent prospective assessment of their maxillofacial status and were subsequently assessed in detail by both an ophthalmologist and an orthoptist. All data concerning the facial injuries, the ophthalmic compli cations and the management were comprehensively docu mented and coded for subsequent statistical analysis.
Statistical Analysis
All data were coded and tabulated and most statistical analyses were carried out using the statistical package Minitab.
Potential Predictors
Seven sets of data were chosen as potential predictors for ophthalmic injury. These were selected on the basis that they may all be routinely recorded by the maxillofacial surgeon and may have a bearing on the ultimate ophthal mic outcome. 
Selection of Risk Factors
Each of the potential predictors was initially considered separately with respect to each of the outcome categories.
For each of the two-way contingency tables obtained, the Chi squared statistic was computed and those predictors which gave results at or near the 5% confidence level were noted.
Construction of a Scoring System
The data obtained above were analysed by means of step Figure I illustrates the spectrum of mid-facial fractures sustained in the population studied and Figure 2 indicates the causes of the injuries sustained. The severity of eye injuries is illustrated in Figure 3 . This was classified in a manner similar to the outcome criteria described by Holt Although there were far fewer injured women than men, the proportion of women sustaining moderate or severe injuries was higher but not significantly so. 
RESULTS
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Development of the Scoring System
Not surprisingly, impairment in visual acuity emerged as the most sensitive, single predictor of eye injury.
Comminuted fractures of the malar culminated in the most severe eye and motility defects, no doubt as a sequel to the loss of the protection normally afforded by the lat eral orbital wall.
Pure blow out fractures were commonly accompanied by motility defects warranting ophthalmic referral.
Abnormalities of eye movement can, in most cases, easily be diagnosed by the maxillofacial surgeon primarily on the basis of diplopia. Although this predictor 'overlaps' with comminuted and blow out fractures, it emerged as a predictor which identified additional cases deemed to war rant referral.
Head injuries of sufficient severity to result in mid facial fractures accompanied by both retrograde and post traumatic amnesia also affect the visual system in many cases. This severe form of amnesia thus emerged as a sig nificant risk factor. Figure 5 illustrates these risk factors, the scores apportioned, and their significance. The means whereby these values have been derived have been described previously.9
The tests for validity for these scores (when applied to the population from which they were derived) were found to be:
Specificity value = 90% Predictive value of a positive test = 92% Predictive value of a negative test = 87%
The major cause for concern in this first series was six 'false negative' patients with peripheral vitreo-retinal pathology and six with angle recession who were only identified by detailed ophthalmic examination but did not have any other pathology sufficient to result in a high score.
Evaluation of the Scoring System
A further 100 patients with mid-facial fractures were MAXILLOFACIAL TRAUMA SCORE 
